THE TREATMENT OF DISLOCATION OF THE 
SHOULDER-JOINT COMPLICATED BY FRAC¬ 
TURE OF THE UPPER EXTREMITY OF THE 
HUMERUS, 

WITH AN ANALYSIS OF SIXTY-THREE CASES WITH FRACTURE AT THE NECK 
OF THE HUMERUS AND TWENTY-ONE CASES WITH FRACTURE OP 
THE GREATER TUBEROSITY REPORTED SINCE l8{)4 * 

BY J. M. MASON, M.D., 

OF BIRMINGHAM, ALA. 

My attention has been particularly directed to the above 
class of injuries by a case of double dislocation of the shoulders 
with fracture of the surgical neck of the right humerus, which 
came under my care in November, 1906. The history of the 
case is as follows: 

K. S., white male, aged 35, was knocked from an ice wagon 
by a street car and sustained injuries to both shoulders and 
severe contusions of the left leg. The accident happened about 
9 a.m. Nov. 11, 1906, and I saw him at St. Vincent’s Hospital 
about an liour later. 

It was evident from the deformity that lie had sustained dis¬ 
locations of both shoulders. He was anaesthetized for further 
examination and for reduction of the dislocations. The left 
shoulder was treated first, and was easily reduced by the Koclier 
method. On examining the right shoulder crepitus was at once 
elicited, and it was found that there was a fracture very high up, 
as well as a dislocation. Both dislocations were of the sub¬ 
coracoid variety. 

Attempts were made to reduce the dislocations but they were 
unsuccessful. The patient was allowed to recover from the in¬ 
fluence of the anaesthetic, the nature of the injury was explained 
to him and his permission was secured to perform arthrotomy for 
reduction of the dislocation if we found that this should be 


* Read at the annual meeting of the Southern Surgical and Gyneco¬ 
logical Association, New Orleans, Dec. 18, 1907. 
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Fig. 2 . 






Fig. 3 . 



Dislocation of both shoulders with fracture of surgical neck of right humerus. Thirteen 
months after operation. 





Fig. 4 . 



Dislocation of hotli shoulders with fracture of surgical neck of right humerus. 

months after o|>cratiou. 


Thirteen 





Fig. 5. 



Dislocation of both shoulders, with fracture of surgical neck of right humerus. 
Thirteen months after operation. 






FRACTURE-DISLOCATION OF SHOULDER. 673 

necessary. After consultation, lie was again anesthetized, six 
hours after the injury, and further unsuccessful attempts were 
made to reduce. These consisted principally in making gentle 
traction and abduction, together with direct pressure on the head. 
The joint was then exposed by the anterior incision. The head 
was found displaced under the coracoid, and a transverse fracture 
of the humerus was found at the surgical neck with a long 
splinter torn from the shaft and attached to the upper fragment. 
The capsule was torn on its anterior aspect. The upper frag¬ 
ment was grasped with lion-jawed forceps but no change in its 
position could be made. A periosteal elevator was then used and 
the head was pried into position with but little difficulty. 

Before effecting reduction the coracohumeral ligament had 
to be divided for a few centimetres. 

A hole was drilled through the centre of the lower fragment 
of the humerus, near the line of fracture and a silver wire was 
passed through this and tied on the outer side of the bone, thereby 
binding the splintered portion of the fracture to the shaft. There 
was very little tendency to displacement of the fracture in an 
inward direction on account of the presence of a periosteal band 
which connected the two fragments. 

The divided coracohumeral ligament and the rent in the 
capsule were closed with catgut, and a small gauze drain was 
carried down to the point of fracture. This drain did not com¬ 
municate with the joint cavity, as this had been completely closed. 
The drain was removed in a few days and the wound healed by 
first intention. For four weeks the arm was kept on an internal 
angular splint with a shoulder cap. 

At the time of the injury, the X-ray machine at the hospital 
was not in working order, so no pictures were obtained before 
the operation. A picture taken seven weeks after operation shows 
a good anatomical result, and the functional result is perfect. 
There is no restriction of movement in any direction. There is 
neither atrophy, pain, nor weakness in the arm. The accompany¬ 
ing photographs taken Dec. 1, 1907, give an opportunity of com¬ 
paring in this patient the results of arthrotomy and reduction of 
the fracture-dislocation on the right side, with that obtained in 
reduction by the Kochcr method of a simple uncomplicated dis¬ 
location on the left side. The movements in each shoulder arc 
as free as they were before the injury, and he has been doing for 
22 
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the past eight months exactly the same work in which he was 
engaged when he was injured,—delivering ice from a wholesale 
wagon, and handling 100 pound ice blocks daily. 

The presentation of this subject in most of our surgical 
text-books is not made, upon the whole, in a manner befitting 
its gravity and importance. There are, however, notable 
exceptions. Before the appearance in 1894 of McBurney’s 
paper describing the use of his hook, very little had been 
accomplished in the way of successful treatment of these 
injuries. Too great stress was laid upon efforts to reduce 
by manipulation, and McBurney cites 6 cases where death 
resulted from the violent and persistent efforts which were 
resorted to in attempting to bring about reduction. 

Numerous cases are recorded where fracture of the neck 
of the humerus has occurred in attempting reduction of diffi¬ 
cult shoulder dislocations. 

The older methods of treating fracture-dislocation of 
the shoulder consisted of: 

1. Reduction by manipulation. This should still be prac¬ 
ticed with gentleness. 

2. Securing union in the fracture and then attempting 
to reduce the dislocation by manipulation, using the re-united 
shaft of the humerus as a lever. Oger, cited by McBurney, 
collected all cases treated in this manner up to 1894, 10 in 
number, with 7 absolute failures and 3 doubtful successes. 60 
In the series of cases herewith presented, one case was so 
treated, and refracture of the humerus occurred. The method 
has nothing to commend it, and should be mentioned only to 
be condemned. 

3. The Riberi method. This consisted in making early 
passive motion with the object of making a false joint at the 
point of fracture and leaving the dislocation untreated. This 
method is unworthy of consideration at the present time. 

4. Resection, At one time this was offered as an opera¬ 
tion of election, and is still in many cases, especially those of 
long standing, the best thing possible. However, as an opera- 
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tive procedure, it should be made use of only when reposition 
cannot be accomplished. 

At the present time it is conceded that the best way in 
which to proceed is to first secure reduction of the dislocation, 
and then to direct attention to treatment of the fracture. 

ARTHROTOMY. 

Failing in reasonable attempts to secure reduction of the 
dislocation by manipulation, sufficient evidence is now at hand 
to justify us in claiming that immediate arthrotomy with 
reduction of the dislocation, with or without the use of hooks, 
followed by suture or reduction and immobilization of frac¬ 
ture, is the ideal method of dealing with this class of cases. 

In 1859 G ros s wrote, “ I should not hesitate if a case 
of the kind should present itself to me, to cut down upon the 
dislocated hone and push it hack into its normal position.” 01 

Stemen, in 1870, first put this plan into successful opera¬ 
tion. In one of our very latest systems of surgery, however, 
we note “ an anaesthetic should always be administered and 
every method should he tried in order to reduce the head before 
an operation is attempted.” 00 This, to say the least, certainly 
puts operation on the defensive. 

Scudder advises operation in case manipulation fails, and 
says, “ if operative interference has been decided upon it is 
best to defer operation until acute symptoms have subsided 
and the damaged tissues have recovered themselves.” 01 To 
this I do not entirely subscribe, for if this teaching is followed, 
it will eliminate immediate operation, which, from reported 
cases, has given the best results. He advises McBurney’s 
operation, with use of his hook. 

Stimson advocates gentle traction with direct pressure on 
the head before adopting other measures, and next advises 
McBurney’s operation. 02 Concerning time he says “ I do not 
condemn the early operation or primary excision when indi¬ 
cated, but I here warn against the tardy early operation, cut¬ 
ting into swollen discolored tissues about severe injuries after 
the second day.” 03 
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Schocli states that artlirotomy is favored by Vamossy, 
Nicoladoni, Keuster, Albert, Socin, Trendelenburg, Rose, 
Schoenborn, Nelaton, von Bergniann, and other European sur¬ 
geons. 34 A large number of the highest surgical authorities 
in this country also favor it. 

In a review of fractures and dislocations in the Decem¬ 
ber (1907) Progressive Medicine, Bloodgood says, “when 
fracture is associated with dislocation of a fragment including 
a portion of the head, open incision should Ire employed if 
perfect reduction cannot be made.” Quoting Schlange on 
irreducible fractures and dislocations he says, “ as to disloca¬ 
tions there can be no question—every irreducible dislocation 
should be subjected to immediate open incision and reduction. 
The time to operate is at once. The changes that will take 
place in the joint and its surroundings by delay may be irre¬ 
parable. There should be no old dislocations.” 05 

This subject should be presented to every surgeon and to 
every general practitioner in such a light that he may realize 
the value of time in the prognosis of his cases. Many of these 
cases come first into the hands of the general practitioner, and 
the history of nearly all the cases classed as “ old ” is that 
they received some sort of palliative treatment, or the real 
nature of the injury was undiscovered until a varying time 
had elapsed. Every practitioner should realize the gravity of 
any sort of fracture-dislocation or irreducible dislocation of 
the shoulder, for upon him rests the responsibility of placing 
his patient in competent surgical hands at once. 

While Stcmen successfully performed artlirotomy with 
reduction of dislocation and fracture in 1870, he did not report 
his cases until 1893, and then they did not seem to attract 
much attention, so we must consider the invention and use 
of the McBurney hook as the real beginning of operative 
reductions. I11 his collection of cases up to 1894, 117 in num¬ 
ber, he says, “ at least 6 cases of open operation can be re¬ 
ferred to, in every one of which the head was cither primarily 
or secondarily removed.” 68 Stemen’s cases arc not included 
in his collection. 
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lie considered “ arthrotomy a grave operation, which, 
while it has resulted well in a few cases and has the endorse¬ 
ment of high surgical authority, can possibly never give a 
perfect functional result.” 58 

It was claimed that the use of the hook was superior to 
open ai throtomy in that the hook could be used with less dis¬ 
section and disturbance of the tissues, and that it might, in 
some cases, be used without entering the joint at all. Recorded 
experiences with the hook do not seem to establish for it any 
superiority over open arthrotomy. The dislocated head has 
been reduced many more times by the use of elevators, fingers, 
and forceps than has it been by the use of the hook; and there 
are numerous cases of perfect results after open arthrotomy. 
Of the 23 cases of arthrotomy and reduction in my series, 
secondary excision was practiced in only one instance. 

So far as I have been able to find, the hook has been used 
12 times, and has failed to reduce the dislocation in 6 instances. 

The reported cases are as follows: 


Operator 

No. Casks 

Successful 

Failure 

Bull 

1 


1 

Brown 

1 


1 

Curtis 

1 


1 

Dandridge 

1 

1 


Morton 

1 

1 


Porter 

2 

1 

1 

Berger 

1 


1 

Wyeth 

1 


1 

McBurney 

3 

3 


Total 

12 

6 

6 


These cases, with the exception of McBurney’s first case, 
are recorded in my tables. Dandridgc’s case had recurred at 
the end of a month, and lie says of it, “ either the dislocation 
had recurred or it had not been reduced." 7 

Upon this showing, I do not believe the use of the hook 
is entitled to the prominence that is given it in the text-books. 

McBurney collected from the literature up to 1894, 117 
cases of dislocation of the shoulder with fracture at the neck 
of the humerus. To bring the statistics up to the present time, 
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Result 
classed as 

Improved. 

Not 

stated. 

Improved 

Good. 

Result 

3 mos. Carries hand 
to head. Can raise 
elbow to level of 
shoulder. 

“ Uneventful prog¬ 
ress.” 

Greater tuberosity has 
united further pos¬ 
teriorly on shaft. 
Ext. rotation almost 
entirely prevented. 
Elevation markedly 
impaired. Abduc¬ 
tion 6o°. 

8 mos. All movements 
of shoulder-joint arc 
performed perfectly. 
Keloid in scar. 
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to reduce 
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Treatment 

Arthrotomy. Hooks 
and levers failed. 
Replaced by seizing 
tuberosities with for¬ 
ceps and applying 
force. Immobilized 
fracture. 

Wired fracture. Does 
not mention treat¬ 
ment of dislocation. 

X-ray. Surgical neck, 
greater tuberosity 
and whole crista tu- 
berculi majoris 
fractured. Anaesthe¬ 
tized. Dislocation 
reduced. Fracture 
immobilized. 

Shock caused de¬ 
lay 11 days. Ar¬ 
throtomy. Head re¬ 
placed by direct 
pressure and trac¬ 
tion. Drill passed 
vertically downward 
from head into lower 
fragment. Ivory peg 
inserted. Biceps 
tendon had to be cut 
and was sutured. 
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|Effect of operation was]Bad. 
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Result 
classed as 

Improved. 

Fair. 

Improved. 

No notes. 

Result. 

13 mos. Can lift arm 
nearly at right an¬ 
gles with body. 

Movements nearly all 
established. 

Several months. Does 
light work not re¬ 
quiring an extensive 
range of motion. 
Places hand on bead. 
Feeds and dresses 
himself. 

No notes. 
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Result 
classed as 

Improved. 

No notes. 

No notes. 

Good. 

No notes 

Result 

28th day “Able to use 
left joint.” 

No notes. 

'i mo. Condition al¬ 
most perfect. 2 

years. Entirely per-i 
feet. 

Not reported in such a 
manner that results 
can be classified. 
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Head incased in fibrous 
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Villar. 

Performed Linear Ar- 
throtomy (?) 

Arthrotomy. Healed 
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atomical neck. Head 
replaced with fingers 
and forceps. 

Reports operating on 2 
cases with total de¬ 
struction of head 
and 2 cases in which 
head had reunited 
laterally^ to shaft. 
No details. 
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Result 
classed as 

Not 

stated. 

Improved. 

Not 

stated. 

Result 

No notes. 

n mos. All move¬ 
ments except bring¬ 
ing arm over back. 
This was possible but 
difficult. 

No notes. 
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Treatment 

Immediate reduction. 
Function did not re¬ 
turn. 2 years later 
X-ray showed dis¬ 
location reduced, 

but greater tuberos¬ 
ity located farther 
upward and outward 
than normal. Tu¬ 
berosity touched 

acromion before arm 

! was raised to level of 
shoulder. Impair¬ 
ment of movement 
resulted. 

Unrecognized for 1 
month, then reduced 
(?) Came into hands 
of B. 3$ months. 
X-ray showed dis¬ 
location and fracture 
of greater tuberos¬ 
ity. No attempts at 
reduction. 

Arthrotomy. Tuber¬ 
osity removed. Dis¬ 
location reduced. 
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Result 


Bad. 

Bad. 

Not 
stated 
in s cases 
z death 
from 

secondary 

hemor¬ 

rhage. 
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I have collected since his report, 63 cases, including my own, 
which gives a total of 180 reported cases. 

In my series the fractures have been classed as follows: 
Of the surgical neck 37 cases; of the anatomical neck 26 cases. 

The dislocations are: Subcoracoid 31; subspinous 2; 
subglenoid 11; not stated 19. 

Efforts to reduce by manipulation were successful in 7 
cases, of which 3 recurred and 1 was of doubtful success. 
Failure is recorded in 37 cases, and in 19 cases it is not stated 
that attempts were made to reduce, but it is quite likely that 
in every case some effort was made to reduce before resorting 
to operation. 

Fracture or refracture occurred in attempting reduction 
in 7 instances. 

Taking one month as the arbitrary dividing line between 
recent and old cases, four tables have been prepared: recent 
dislocation with fracture at the surgical neck, 29 cases; old 
dislocation with fracture at the surgical neck, 9 cases; recent 
dislocation with fracture at the anatomical neck, 13 cases; old 
dislocation with fracture at the anatomical neck, 13 cases. 

A table is also appended containing 21 cases of dislocation 
with fracture of the greater tuberosity. 

Where the fracture has not been confined to one or the 
other neck, or where the line of fracture has not been clearly 
stated, the case has been classed under one of the above heads 
as accurately as possible, taking all the circumstances into 
consideration. 

In classifying results, I have adopted the plan of Curtis, 
who says “ In order to obtain an idea of the relative merits 
of reduction and resection, we must first remember that even 
the best functional result after resection is not to be compared 
to the nearly perfect shoulder-joint which can sometimes be 
obtained by returning the normal head to its natural articu¬ 
lating cavity. The result of a reduction may fall considerably 
below this perfection and still be as good as the best obtainable 
after resection. We shall therefore classify the results of 
reduction as good, fair, and bad, and the results of resection 
as fair, improved and bad.” fl 
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SUMMARY. 


Table I.—Recent Dislocation with Fracture at Surgical Neck. 
(Number of Cases 29) 


Treatment 

No. Result 

Good Fair Impr. Bad Died Not Stated 

Artbrotomy and Reduction 

18 12 1 122 

Reduction 

4 1 2 1 

Rest and Massage 

2 1 1 

Excision 

4 3 1 

Not stated 

1 1 


Total 29 12 6 4 3 3 1 

One ease is counted twice, Primary Arthrolomy with Reduction, and 
Secondary Excision. 


Table II.—Old Dislocation with Fracture at Surgical Neck. 
(Number of Cases 9) 


Treatment 

No. 

Result 

Good Fair Impr. Bad Died Not Stated 

Excision 

5 

1 3 1 

Dislocation Untreated 

2 

1 1 

Massage and Electricity 

1 

1 

Riberi 

1 

1 


Total 9 2 3 3 1 

Table III.—Recent Dislocation with Fracture at Anatomical Neck. 
(Number of Cases 13) 

Treatment No. Result 

Good Fair Impr. Bad Died Not Stated 
Excision 6 3 2 1 

Artbrotomy and Reduction 3 1 2 

Reduction 2 1 1 

Rest and Massage 2 1 1 


Total 13 2 5 3 ' 1 I 

Table IV— Old Dislocation with Fracture at Anatomical Neck. 
(Number of Cases 13) 

Treatment No. Result 

Good Fair Impr. Bad Died Not Stated 
Excision 0 2 3 1 

Artbrotomy and Reduction 2 1 1 

Linear Artbrotomy ( ?) Riberi 1 1 

Not clearly stated 4 4 


Total 13 


1 2 3 


7 
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CONDENSED SUMMARY OF ALL CASES. 


(Number of Cases 63) 


Treatment 

No. 



Result 




Good Fair Impr. Bad Died Not Stated 

Arthrotomy Reduction 

23 


3 

I 

2 2 

I 

Excisions 

21 


9 

10 

2 


Reduction by Manipulation 

6 

I 

1 

2 

I 

I 

Rest and Massage 

S 


1 

2 

2 


Dislocation not treated 

2 


1 


I 


Riberi Method 

2 




1 

I 

Not stated 

5 





5 

Total 

64 

15 

15 

15 

7 4 

8 

(See note at foot of Table 1, 

one 

case 

counted twice.) 



From the condensed tables we find 23 cases of arthrotomy 
with reduction, and 14 good results, 60.8 per cent., against 21 
resections with 9 fair results, 42.8 per cent. The cases classed 
as “ good ” include those where there is practically no impair¬ 
ment of function, and in several instances it is distinctly stated 
that there was perfect restoration. 

Those cases of resection classed as “ fair ’ include the 
best results to be obtained after resection. If no distinction 
were made and they were all classed as “ good,” there would 
still be a large difference in favor of arthrotomy and reduction. 
The results in Table No. I, early arthrotomy in dislocation 
with fracture at the surgical neck, show 18 operations with 
12 good results, and to this should be added McBurncy’s first 
case, which is not included in this scries, making 19 cases 
with 13 good results, 68.5 per cent. If we combine the results 
in Tables I and III and add McBurney’s case, we have 22 recent 
cases of arthrotomy and reduction with 14 good results, 64 
per cent. Let it be borne in mind that the tables of lcccnt 
cases include everything within the first month after injuiy, 
and it will be apparent that a much higher percentage of per¬ 
fect recoveries would follow immediate operation in all cases 
which manipulation failed to reduce. 

The problem of dealing with dislocation with fracture 
at the anatomical neck differs in some respects from that 
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encountered when the fracture is at the surgical neck. In 
either event, delay in reducing the dislocation will make that 
part of the treatment more difficult. Union of fracture at 
the anatomical neck is much more apt to fail than when the 
fracture is at the surgical neck. When the fracture is at the 
anatomical neck and the head is entirely separated, it is cut 
off from all its blood supply, and while theoretically one would 
expect it to undergo necrosis if not at once restored, still Gray 
says that this must be an exceedingly rare occurrence, and 
Gurlt was unable to find a single authenticated case on 
record. 60 However, if the head remains detached from the 
shaft long enough for the ends of the bone to become smoothed 
over, as was the case with Keen’s patient, the upper fragment 
is too small to permit of freshening as might be done with a 
fracture at the surgical neck, and excision will have to be 
practiced. For this particular reason, I do not agree with 
the statement of Curtis that a delay of from one to four weeks 
will not impair the result.® 

If any infection is introduced in performing arthrotomy, 
the separated head, on account of its poor blood supply, will 
almost certainly undergo suppuration and necrosis, requiring 
secondary excision. After reduction, the head should be 
attached to the humerus by suture or nails. 

Dislocation complicated by fracture of the greater tuber¬ 
osity was considered very unusual until the X-ray came into 
general use, and fracture of the greater tuberosity alone was 
thought to be even more rare. Keen was able to present to 
the Philadelphia Academy of Surgery in March, 1907, 23 
skiagraphs of this fracture alone or associated with other 
injuries. These he collected from the different hospitals of 
Philadelphia, and at the same meeting reported a case of 
dislocation with fracture of the tuberosity in which he nailed 
the tuberosity in place after reducing the dislocation. In going 
over the literature of dislocation of the shoulder with fracture 
of the neck of the humerus, I have collected 21 cases of dis¬ 
location with fracture of the greater tuberosity. No attempt 
has been made to make this collection exhaustive, and only 
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those cases have been recorded which have come under my 
notice while studying the other subject. The fractured tuber¬ 
osity is often an obstacle to the reduction of what may appear 
to be a simple dislocation. With only the tuberosity fractured, 
the humeral shaft is still available as a lever in reducing the 
shoulder dislocation, but the tuberosity frequently becomes 
detached and is displaced between the head of the humerus and 
some of the overhanging processes of the scapula, acting as an 
obstacle to the return of the head of the humerus to the 
glenoid cavity. If left untreated and displaced, even if the 
dislocation is reduced, the fragment will either attach itself 
to the humerus in some abnormal position, thereby impairing 
some of the motions of the joint, or may be drawn into the 
capsule and become attached somewhere inside the joint cavity 
to interfere with the free movements of the shoulder. 

The histories of the 21 cases in my series show the fol¬ 
lowing treatment and results: 


Treatment ok Dislocation. 


Treatment 

Reduction 

Artlirotomy and Reduction 
Lett unreduced 
Reduced by Hcitz-Boyer 
Apparatus 
Not clearly stated 


No. Result 

Good Fair Iinpr. Bad Died Not Stated 

2 1 1 

9 15 3 

3 3 


Total 21 1 6 3 1 10 


Treatment of Fractured Tubf.rositv. 


Nailed in position 1 

Removed 7 

Untreated 4 

Replaced by using Heitz-Boyer apparatus 1 

Not stated 8 


Total 21 


Reidel states that he has operated on 15 old irreducible 
dislocations of the shoulder, and found 14 of them associated 
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with fracture and only one case uncomplicated. Of the 14 
cases, 10 showed fracture of the greater tuberosity. 

We see, therefore, that dislocation is often rendered irre¬ 
ducible by the presence of a fractured tuberosity, and that, 
with dislocation reduced and the fracture untreated, there is 
often impairment of the function of the joint. The great 
value of the X-ray in clearing up all injuries of the joint 
cannot be too strongly urged, and we should employ the rays 
in every case. 

In early cases the dislocation should be reduced by manip¬ 
ulation, if this can be accomplished with gentleness, and the 
tuberosity should be treated by nailing into position as Keen 
recommends. 

If this treatment should prove unsuccessful, the dislocation 
should he treated by arthrotomy and reduction, and the tuber¬ 
osity should be nailed down in its proper position. It should 
be removed if it cannot be replaced. In old cases, it will be 
necessary to perform arthrotomy, remove exostoses and tuber¬ 
osities united in abnormal positions, and then reduce the 
dislocation. 

In those injuries where the whole upper extremity of the 
humerus is crushed, no general plan of treatment can be laid 
down, and the judgment of the operator must dictate the plan 
of procedure. 

Excision, however, gives, oftentimes, very useful arms, 
and is to be preferred to allowing the cases to go on to prob¬ 
able ankylosis with excessive callus thrown out around badly 
displaced fragments. 

Conclusions. 

1. Every dislocation of the shoulder associated with 
fracture of the upper extremity of the humerus is a grave 
injury, and is likely to result in serious impairment of function 
if not promptly treated. 

2. Every such injury should be subjected to X-ray exami¬ 
nation for accuracy in diagnosis. 

3. Gentleness should characterize all manipulative efforts 
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at reduction, and these should never be carried to the point of 
bruising or lacerating the tissues. 

4. Excision should only be practiced when reduction by 
open arthrotomy has failed, or where there is extensive com¬ 
munication of the upper extremity of the humerus, or when, 
in fracture at the anatomical neck, the condition of the upper 
fragment does not justify a reasonable expectation of uniting. 

5. After reduction, the broken greater tuberosity should 
be nailed into position if the case is recent, and should be 
removed if it causes impairment of function in an old case. 

6. Failing to reduce by manipulation, immediate arth¬ 
rotomy with reduction of the dislocation, followed by appro¬ 
priate treatment for the fracture, has given the best results, 
and is the ideal method of treatment. 

7. Rigid asepsis is essential in securing good results, and 
these operations should not he undertaken where this cannot 
be carried out. 

NOTE. 

Reidcl's 14 cases arc reported in such a manner that they can hardly 
he classified under any of my headings, so the following is abstracted 
from his excellent paper. He operated 15 times where reposition could 
not be accomplished, and found that 14 of the cases had sustained fracture 
at the same time. In some there was total destruction of the dislocated 
head; in two cases fractured head of the humerus had united laterally to 
the shaft; the greater tuberosity was torn off alone in 4 cases, associated 
with fracture of the lesser tuberosity in 6 cases. In all cases of fractured 
tuberosity large bony protuberances had formed owing to periosteal 
proliferation. He treated 7 of the 15 cases by primary resection. All 
terminated favorably except one, aged 70, who died from hemorrhage on 
6th day. He mentions that four of nine operative repositions failed and 
had to be followed by secondary excision. I11 5 cases operative reposition 
was successful, one case not complicated by fracture." 

(Some of his work must have been a good many years ago, as one 
of the cases lie reports was operated on in 1889, and he seems to have 
gotten a considerable amount of suppuration. Reference to his paper 
shows that he treated many of his cases by packing, and in some instances 
states that the wounds were not sutured. His open treatment was con¬ 
ducive to adhesions and ankylosis and it is not surprising that lie had 
some very poor results. It must he remembered, too, that he was dealing 
with old cases, and more extensive operative work was necessary than 
in recent cases.) 
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Addenda. 

Since the completion of this paper, I have found the 
reports of two cases of fracture-dislocation operated upon by 
Schlange. One was fracture of the surgical and one of the 
anatomical neck; each case was operated on within the first 
24 hours and the results were good. 67 

In the 5th edition of Stimson’s work on fractures and 
dislocations, recently published, he mentions without details, 
two cases in which he practiced excision of the head of the 
humerus. 08 

O11 Jan. 6, 1908, it was my good fortune to see, in consul¬ 
tation with Drs. W. P. McAdory and M. A. Copeland of this 
city, a case of backward dislocation of the left shoulder with 
fracture of the surgical neck. Dr. McAdory operated on the 
5th day after the injury, reducing the dislocation and wiring 
the broken bone. The history of the case, together with the 
result will be reported by him when the patient has recovered. 
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